Section of Proctology
Pilonidal sinus is a common disease and its treatment (conservative or surgical) is usually straightforward. However, a small proportion of patients may undergo a number of operations without cure. This paper compares the results of surgical treatment in two series of patients attending a specialist hospital between January 1969 and December 1973. The first series consists of 86 patients whose first operation was carried out at St Mark's hospital; 40 patients whose second or subsequent operations were carried out at St Mark's hospital in the six years under review constitute the second series. (Table 1) The details of the lay open and primary closure techniques have been described previously (Notaras 1970 small tracts and it produced a similar wound to that seen after the lay open procedure. The technique of excision and delayed skin graft was similar to that used in other areas of the body (Figs 1 and 2) . The advancement flap (Karydakis 1973 ) and Z-plasty techniques (Munro & McDermott 1965) were not used, but a delayed rotation flap (Kahn 1965) was used to treat 9 patients (Mr H R Thompson). The steps in this method are illustrated in Figs 3-6. A rectangular flap of skin and subcutaneous tissue is raised from the right gluteus maximus muscle from the midline for a distance sufficient to cover the estimated defect following excision of the lesion. The medial and lateral attachments of the flap are left intact. Meticulous hemostasis is essential. The flap is then replaced and the wound edges sutured. Ten days later the stitches are removed. Three weeks after raising the flap, or eleven days after removing the stitches, the rectangular flap is raised again and the lateral attachment divided. The pilonidal sinus is excised and the flap rotated and sutured in place to cover the defect. The skin defect in the buttock can usually be closed by primary suture. The patient is kept in bed for 7-10 days with his bowels confined, to reduce the risks of trauma and soiling to the wound. The sutures are removed on the tenth day.
Details of Surgical Treatment
The blood supply to a rectangular flap of these proportions would be quite inadequate if the flap were rotated as a primary procedure. Delaying the rotation for three weeks enables the flap to establish a new blood supply. The thick flap and subcutaneous tissue obliterates the natal cleft and reduces suction effects; it also results in the hairs 
Results of Treatment
One hundred and twenty-six patients treated between 1.1.69-31.12.73 were included. During 1975-76, long-term follow up was attempted in all cases and was successful in 92 patients (73 Primary surgery (Table 2) in 5 patients was successful in the 3 who were traced, as was excision and rotation flap in 2 patients.
Secondary surgery (Table 3) : Laying open of the sinus was the treatment in 18 patients, and was unsuccessful in 6 of the 12 patients who were traced. Two of the 3 patients treated by curettage alone were traced; one had had no further symptoms. Excision and primary closure in 8 patients failed in 3 of the 6 who were traced. Excision and split-skin graft in 3 patients resulted in healing, while excision and rotation flap in 7 patients was successful in 5 of the 6 who were traced. A xenograft in one patient was unsuccessful. These figures corroborate the well known clinical impression that a first operation for a pilonidal sinus is very much more likely to result in prolonged healing than is a second operation when an earlier one has failed. The success rate in primary surgery was high (4 out of every 5 of the patients who were traced) and tends to refute the argument that this condition usually recurs and may therefore not be worth treating. When lay-open or primary suture were the secondary operations only half were successful, but excision with skin grafting or delayed rotation flap had a high success rate both as primary treatment and when other methods had failed.
